A 17 year old girl with a congenital right coronary artery to coronary sinus fistula presented with recurrent septic pulmonary embolism secondary to tricuspid valve endocarditis. The diagnosis was made on the basis of echocardiography and cardiac angiography. (Br Heart3t 1993;70:276-278) 
Congenital coronary arteriovenous fistula is a rare abnormality that is found in 1 out of 50 000 children with congenital heart disease.' It can be difficult to diagnose by conventional echocardiography2 but Doppler colour flow mapping may be helpful.34 Cardiac angiography is still required for a definitive diagnosis in some cases. Most patients are symptom free and infective endocarditis is rare (0-001 per patient-year). 56 We report a patient with congenital coronary arteriovenous fistula that presented in an unusual manner-as recurrent septic pulmonary embolism secondary to infective endocarditis.
Case report A 17 year old Chinese girl presented with a one year history of intermittent fever and recurrent haemoptysis associated with pleuritic chest pain in the preceding nine months. She had lost 9 kg and had been amenorrhoeic for four months. She was in New York Heart Association functional class II. There was no history of a cardiac abnormality. She had been treated with several short courses of antibiotics and had a blood transfusion before referral.
On examination she was pale and had a temperature of 38°C. There was no jaundice, clubbing, or evidence of peripheral embolisation. Her blood pressure was 135/70 mm Hg and she had a tachycardia of 1 10/minute with a bounding pulse. There was no cardiomegaly and heart sounds were normal. A grade 3/6 continuous murmur was heard over the left sternal border. The respiratory system and abdominal examination were normal.
The haemoglobin concentration was 7-7 g/dl and the total white cell count was 14 200/,u 1 with 78% neutrophils. The erythrocyte sedimentation rate was 68 mm/h. Biochemical tests were normal and urinalysis showed 80 red blood cells/,ul. There was patchy shadowing in the right posterior basal segment on the chest x-ray. The electrocardiogram showed an S wave in lead I and a Q wave with T wave inversion in lead III (fig 3) showed a grossly dilated right coronary artery with a fistulous communication with the coronary sinus. There was a small left to right shunt with a pulmonary to systemic flow ratio (Qp/Qs) of 1 4:1.
Discussion
The presentation of this patient with congeni- 
